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 C 000 Initial Comments  C 000

This is a Report of a Biennial Construction Survey 
conducted by Greg Cates on December 8, 2015.

Based on information gathered from our files, the 
Facility was first licensed on July 31, 1997 for 
Sixty (60) residents. Based on this information, 
we are requiring the facility to meet the 1996 
Rules for the Licensing of Domiciliary Homes and 
the 1996 North Carolina State Building Code, 
Section 419- Institutional Occupancy; and the 
applicable portions of the 2005 Rules for Adult 
care Home of Seven or More Beds.

 

 C 144 Med Prep Area-Sink with Lever Handles

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0305 PHYSICAL 
ENVIRONMENT
(f)  The requirements for storage rooms and 
closets are:
(5)  Handwashing facilities with wrist type lever 
handles shall be provided immediately adjacent 
to the drug storage area;

This Rule  is not met as evidenced by:

 C 144

1- Based on observations, the facility has failed to 
maintain the Nurse ' s Station with the proper 
handwashing equipment. This deficiency may 
affect all residents who may require medications 
by allowing the spread of germs. 

Findings include:

a- The Nurse's Station sink is not equipped 
with lever handles.

 

 C 166 Housekeeping-Maintained Free of Hazards  C 166
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 C 166Continued From page 1 C 166

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0306 HOUSEKEEPING AND 
FURNISHINGS
(a) Adult care homes shall:
(5)  be maintained in an uncluttered, clean and 
orderly manner, free of all obstructions and 
hazards;
(e)  This Rule shall apply to new and existing 
facilities.

This Rule  is not met as evidenced by:
1- Based on observations, the facility has failed to 
maintain the building free of hazards by not 
storing oxygen containers securely to prevent 
them from falling over or rolling around. This 
could affect all persons in the facility as the 
oxygen containers could fall over, damaging the 
cylinder or nozzle.

Findings include:

a- There are oxygen bottles in Room 303 
that are not properly supported. 
b- There are oxygen bottles in Room 701 
that are not properly supported.

 

 C 189 Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0311 OTHER 
REQUIREMENTS
(a)  The building and all fire safety, electrical, 
mechanical, and plumbing equipment in an adult 
care home shall be maintained in a safe and 
operating condition.
(k)  This Rule shall apply to new and existing 
facilities with the exception of Paragraph (e) 
which shall not apply to existing facilities.

 C 189
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 C 189Continued From page 2 C 189

This Rule  is not met as evidenced by:
1- Based on observations, the facility has failed to 
ensure that the building is safe by not maintaining 
the fire resistance of building components. This 
deficiency directly affect all residents, personnel, 
and visitors by allowing the possible spread of 
smoke beyond the compartment of origin.

Findings include:

a- The 45- minute corridor door to the 
Storage Room/ Nurse ' s Office is being 
propped open with the use of a wedge. 

2- Based on observations, the facility has failed to 
maintain the safety systems in operating 
condition. This could affect all occupants of the 
building in the event of a power failure. 

Findings include:

There is a pattern of emergency lights that 
do not illuminate on battery.  Locations to 
include but not limited to:

a- EL #39 
b- Emergency light outside Room 711
c- EL #38 
d- EL #37
e- EL #36
f- EL #35
g- EL #00

3- Based on observations, the facility has failed to 
maintain the building electrical system safe and 
operating. This deficiency may affect those 
persons using the receptacles by allowing the 
possibility of electrical shock.
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 C 189Continued From page 3 C 189

Findings include:

a- There are two GFCI receptacles in the 
courtyard outside the Back Gallery that are 
not secured in the box and therefore not 
waterproof.
b- The GFCI receptacle located above the 
dishwashing sink does not trip when tested.
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